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: During Annual Licensure survey conducted on
! April 19 - 21, 2010, at Donelson Place Care &
; Rehabilitation Center, no deficiencies were cited
* in relation to the comglaints, TN25610, i
i TN24571, and TN24413, under 1200-8-6,
. Standards for Nursing Homes. :
1
]
; {
i :
' { '
| i
|
1
Diviston of Health Care TIME (8) GATE
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE iﬂ'd-m Sad-rede S

STATE FORM . 8249 REXYH1 I continuation sheet 1 of 1



